IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L."BUTCH" OTTER - Governor LESLIE M. CLEMENT - Administrator
RICHARD M, ARMSTRONG - Director DIVISION OF MEDICAID
Post Office Box 83720

Boise, ldaho 63720-0036
PHONE: (208) 334-6626
FAX: (208) 364-1888

June 1, 2011

Terese Sackos, Administrator

Amber Lane Residence - Amber Lane, Inc

1819 West Bannock Street

Boise, [ID 83702

License #: Rc-744

Dear Ms. Sackos:

On April 7, 2011, a State Licensure survey was conducted at Amber Lane Residence - Amber Lane,
Inc. As aresult of that survey, deficient practices were found. The deficiencies were cited at the

following level(s):

» Core issues, which are described on the Statement of Deficiencies, and for which you have
submitted a Plan of Correction.

» Non-core 1ssues, which are described on the Punch List, and for which you have submitted
evidence of resolution.

This office is accepting your subniifted plan of correction and evidence of resolution.

Should you have questions, please contact Donna Henscheid, Health Facility Surveyor, Residential
Assisted Living Facility Program, at (208) 334-6626.

Sincerely,

@Wﬂf%”// %‘%"/

Donna Henscheid

Team Leader

Health Facility Surveyor

Residential Assisted Living Facility Program

c: Jamie Simpson, MBA, QMRP Supervisor, Residential Assisted Living Facility Program



IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L. "BUTCH" OTTER - Governor LESLIE M. CLEMENT - Administrator
RICHARG M. ARMSTRONG - Birector DIVISION OF MEDICAID
Post Office Box 83720

Boise, ldaho 83720-0036

PHONE: {208) 334-6625

FAX: {208) 364-1858

April 8, 2011 CERTIFIED MAIL #: 7009 0820 0000 2807 1750

Terese Sackos, Administrator

Amber Lane Residence - Amber Lane, Inc
1819 West Bannock Street

Boise, ID 83702

Dear Ms. Sackos:

Based on the Licensure and follow-up survey conducted by our staff at Amber Lane Residence - Amber
Lane, Inc on April 7, 2011, we have determined that the facility failed to investigate skin tears and bruising
of unknown origin placing residents at risk for potential abuse.

This core issue deficiency substantially limits the capacity of Amber Lane Residence - Amber Lane, Inc to
furnish services of an adequate level or quality to ensure that residents' health and safety are safe-guarded.
The deficiency is described on the enclosed Statement of Deficiencies.

You have an opportunity to make corrections and thus avoid a potential enforcement action. Correction of
this deficiency must be achieved by May 22, 2011. We urge you to begin correction immediately,

After you have studied the enclosed Statement of Deficiencies, please write a Plan of Correction by
answering each of the following questions for each deficient practice:

+ What corrective action(s) will be accomplished for those specific residents/personnel/arcas found
to have been affected by the deficient practice?

+ How will you identify other residents/personnel/areas that may be affected by the same deficient
practice and wlat corrective action(s) will be taken?

+ What measures will be put into place or what systemic changes will you make to ensure that the
deficient practice does not recur?

+ How will the corrective action(s) be monitored and how often will monitoring occur to ensure that
the deficient practice will not recur (i.e., what quality assurance program will be put into place)?

. What date will the corrective action(s) be completed by?

Return the signed and dated Plan of Correction fo us by April 21, 2011, and keep a copy for your records.
Your license depends upon the corrections made and the evaluation of the Plan of Correction you develop.



Terese Sackos, Administrator
April 8, 2011

You have available the opportunity to question cited deficiencies through an informal dispute resolution
process. If you disagree with the survey report findings, you may make a written request to the Supervisor of
the Residential Care Program for a Level 1 IDR meeting, The request for the meeting must be made within
ten {10) business days of receipt of the statement of deficiencies (April 21, 2011). The specific deficiencies
for whicli the facility asks reconsideration must be included in the written request, as well as the reason for
the request for reconsideration. The facility’s request must include sufficient information for Licensing &
Certification to determine the basis for the provider’s appeal. If your request for informal dispute resolution
is received after April 21, 2011, your request will not be granted. Your IDR request must me made in
accordance with the Informal Dispute Resolution Process. The IDR request form and the process for
submitting a complete request can be found at www.assistedliving.dhw.idaho.gov under the heading of
Forms and Information.

Please bear in mind that non-core issue deficiencies were identified on the punch list, a copy of which was
reviewed and left with you during the exit conference. The completed punch list form and accompanying
proof of resolution (e.g., receipts, pictures, policy updates, etc.) are to be submitted to this office by May 7,
2011.

Additionally, any variance allowing the administrator to serve over other facilities is revoked as of the date
of the exit conference. The facility must now employ a single, licensed administrator who is not serving as
administrator over any other facilities. Failure to do so within thirty (30) days of the date of the exit
confernce will result in a core issue deficiency.

If, at the follow-up survey, it is found that the facility is not in compliance with the rules and standards for
residential care or assisted living facilities, the Department will have no alternative but to initiate an

enforcement action against the license held by Amber Lane Residence - Amber Lane, Inc.

Should you have any questions, or if we may be of assistance, please call our office at (208} 334-6626.

Sincerely, /K’_—f
-

JAMIE SIMPSON, MBA, QMRP

Program Supervisor

Residential Assisted Living Facility Program
Medicaid Licensing & Certification

JS/dh

Enclosure
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FORM APPROVED
Bureau of Facility Standards
STATEMENT OF DEFICIENCIES X3) DATE SURVEY
AND PLAN OF CORRECTION SRR St N (2 MULTIPLE CONSTRUGTION O L ETED
A BUILDING
B. WING
1IRT44 0410772011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY. STATE, ZIP CODE
AMBER LANE RESIDENGE - AMBER LANE, INt | 1513 WEST BEENOCK STREET
{X4) 1D ! SUMMARY STATEMENT OF DEFICIENCIES ‘ D PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION BHOULD BE COMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TQ THE APPROPRIATE DATE
DEFICIENGY)
R 000, Initial Comments R 000 . . :
A i noest gcr\ oh) L\
The following deficiency was clted during the \3 , \ \ \ \U
licensure and fallow-up survey conducted on e cnndanthed < domplerqe _\5
414111 through 4/7/11 at your residential . 4in o \\W\ ,
care/assisted living facility. The surveyors ) Cu.\ . 2ol L QU ing
conducting the survey were: ‘ X - .
remderts odeA on Dhroen
Donna Henscheld, LSW
Team Coordinator }\\\ Q Ly { g QX T\\C\ g‘\(i ™y
Health Facility Surveyor _ ' k_\r;\u& \ d d
SELLE S W ooe yeluded 1w
Gloria Keathlay, LSW \SSUES L
Health Fagility Surveyor Rec der.¥ rYecords 3 >
Pefinitions: ‘“Q\\ 4“\ C}Q” '
Pt = Patient
'L =Left
R = Right
cm = Centimeter
NSA = Negotiated Service Agreement
ER = Emergency Room
R 006! 16,03.22.510 Protect Residents from Abuse. R (06
. ‘\‘ “
The administrator must assure that policies and f\ roe e m;\ DXL \"y.’?\r@ 0 \‘H
| procedures are implemented to assure that all - ‘ C\ R S Tf‘% v
| residents are free from abuse. g-\oe‘\\ '\l 4 rwrse, o OO \"“\ o
i S TS F A R TS
i mdm'\m\s—)«m‘*O( Q“* ¥!
This Rute is not met as evidenced by: , OO e ST O e
Based on observation, record review and g’\D\lC FRRIERVRS o A =
interview it was determinad the administrator Al Ao dents LRy 3‘-‘
falled to investigate skin tears and bruises of Jt ~) BAY
unknown origin for 2 of 3 sampled residents (#1 h(j urs of repor 1 ' L ‘
and #2). This failure to investigate, placed 100% : — —_ ' W
. of the residents at risk for potential abuse. INOe ST "C:’*_\?‘ ! lf;\m_ bont
According to IDAPA 16.03,22,520 the docurnevike d | NON
| administrator must assure that policles and Cueny Ye 1:@( ”\" X Q Ql\ou-)'uw
Bureau of I‘—'e;c:ility Standards

~ TITLE . (XB) PATE
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S S8IGNATURE | 3 O B & %‘rr&:"“?‘ t (\“\ (N -\f}*\fk\ﬂ\ q /,;)] / J
BTATE FORM hee P QHRT ~ 1 continuation hast 1 of &

+

Oe f\-?\‘\ S (\ ) ‘\)a?be, 3“ . *

Ze  3ovd £90156E GZ:LT TTIBZ/TIZ/PO



OG0 SS-L) HOLLYAN  CODISBLICISD + 8381 SINCL» HXWALHOTUMACHAS » oL keq uiumoial e J6-20:6 H1OZAVZIP LY GAOY 101/ 30

iyt FORM APPROVED
Bureru of Facility Standards
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPUER/CLLA 5 e Ti (X3) DATE SURVEY
AND PLAN OF CORRECTION NI AT IO tUaEt (x2 MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING
B. WING
13R744 047012011

HAME OF PROVIDER OR SUPPLIER

AMBER LANE RESIDENCE - AMBER LANE, INt

STREET ADDRESS, CITY, 8TATE, 2IP CODE

1819 WEST BANNOQGCHK STREET
BOISE, ID 83702

procedures are implemented to ensure that all
rasidents are free from abuse.

According to IDAPA 16.03.22,011.09 an incident
is definad as "An event that can cause a resident

[ injury.”

1. Resident #1 was admitted to the facility on

| 3/16/11 with a diagnoasis of hypertensien.
On 4/4/11 at 2:30 PM, Resident #1 was observed

belng brought into the front room via a wheelchair
and {ransferred to a racliner. The resident was

" observed to have white guaze dressing on her

right and left lower legs, She alse had guaze
dressings on her right forearm. She addgitionally
was observed with a large briise on the left

' forearm,

The resident's history and physical, from an
emergancy room vislt dated 3/29/11, documented

' the resident had “incredibly tender skin."

The resident's NSA, dated 3/22/11 (not signed by

" the resident or family), docurnented the resident

neaded assistance with transfers and mobility,
The NBA did not document the restdent had
specific fraglile skin concerns which could result in

i gKin tears.

+ A "Physicians Verbal Order Confirmation,” dated
413111, documented ihe resident sustained a new

skin tear while trying to prevent a fall during a

| trangfer, An injury to the residenl's hand occurred

with "visible tendons” showing and a “large
wound” to her forearm,

“Evant/incident Reports" documanted the

| following:

(Xa) ID SUMMARY STATEMENT OF DEFICIENCIES 1D } PROVIDER'S PLAN OF CORRECTION ! {X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDRED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE i CQMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE

DEFICIENCY) ‘
R 006 | Continued From page 1 R 006G :
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Bureau of Facllity Standards

STATEMENT OF NEFICIENCIES
AND PLAN OF CORRECTION
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FORM APPROVED
(X1} PROVIDER/SUPPLIER/CLIA X2) MULTIPLE CONSTRUGTION (%3) DATE SURVEY
IDENTIFICATION NUMBER: X2 COMFLETED
A. BUILDING
B. WING
13R744 04/07/2011

NAME OF PROVIDER OR SUPPLIER
AMBER LANE RESIDENGE - AMBER LANE, INt

STREET ADDRESS, GITY, 8TATE, ZIP CODE

1819 WEST BANNOCK STREET
BOISE, ID 83702

¢

(%4} D SUMMARY STATEMENT QF DEFIGIENCIES i 1o PROVIDER'S PLAN OF GORRECTION (X5)
PREFIX | {EAGH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CQRRECTIVE ACTION SHQULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIF YING INFORMATIOM) L TAG CRDSS-REFEREB@EFI:E‘?: o ge)s APPROPRIATE | DATE
R 008 | Conlinued From page 2 R 006 ﬂﬁ\(‘\ ,l{:. A (\C\ s A\i\\ OO‘ G’f‘l |
*3/19/11 - The resident received a 5 inch skin ‘ ol +
tear on right lower leg during a transfer. G. udDLY (Y (@ porT.
* 411/11 - The resident's ieg rubbed against a (oo onornes bidenduory >
| sheet on the bed which resultad in a skin tear. It \ \
. further documented the resident recelved the L . ﬂ,
injury being transferred from the toilet to her A tneen E\CB LD PeICH
chair. \ § by
- . (eZ5oC
4/2{11 - Th dent's | bbed tth \}J\\XXY\ Y\\ o P e OC\d N \_l)
K - The resident's leg rubbed against the _ ool
wheslchair causing her o bleed. ' L leovmaa U hoopice
* 41311 - The resident received two skin tears, N STes @& OO A rk i j\)r o %
one on the top of her hand (showing tendons) - D
and the othar above the right wrist while belng “
transferred. teaoi oy .
There was no documentation investigations had 2. Do trer TOToN Qg-
| been conducted to determine the cause of . - 3‘ .
i Injuries or to ruie out abuse. Further, the facilily ¥®‘\Om U Y) G AV Oy
did not implement a plan to protect the resident e A ng”‘\ ﬂ_\«, A
from furlher injury, LA ULE \(“\3 Lo ‘\\ D uﬁ\is -
' “Daily Lop Reports” documented the following: as suthk SO NoT YO Ci";..
e - |
*3/19/11 - The resident received a skin tear to her “ ) - ENV-ITR VS S SAN
" right leg. QON[: LASEC L os & ;
4 ——
*3/26/11 - The facility nurse instrucled caregivers Co0n VS \‘\f . ‘I
! to send tha resident to ER for infection of i \
~wounds, C o .\;)\ ehe A \D‘:) O g_;,u> Hdw
l *a/1/11 - ... new wound on left lag below knee as "0
¢ staff moved her into bad, her leg caught on the ' ;
}sheet" |
' i
. *4/2/11 - During a transfer from tollet to chair the
rasident received a skin tear to her lsg. i
. *4/3{11 - *._twe new sKin tears on top of hand |
Bureau of Fa:m'l(ty Standards
STATE FORM ek QHRTN If conltinuaton shest 3 of &
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FORM APPROVED
Bureau of Facility Standards

BTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA ¥2) MULTIPLE CONSTRUCTI {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER! L. B){rLDjNG LETION COMPLETED
B. WING
13R744 04/07/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE

1819 WEST BANNOCK STREET
AMBER LANE RESIDENCE - AMBER LANE, INI BOISE, ID 83702

(X4)ID ; SUMMARY STATEMENT OF DEFIGIENCIES \ D PROVIDER'S PLAN OF CORRECTIQN (%5)
PREFIX (EAGH DEFICIENCY MUST BE PFRECEDED BY FULL . PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LG IDENTIFYING INFORMATION) ! TAG CROS5-REFERENCED TQ THE APPROPRIATE DATE

: DEFICIENGY) :
RO06! Continued From page 3 R 008

and the other is above the wrist."

The following "Nurse Assessment Form”
[ documented the following:

*3/26/11 - "Skin tear assassed. Appears to be
infecled...Sant to ER."

P *411/11 - V. new skin tear on left lower ley,
Caregiver used pressure fo stop bleeding."

*4/2{11 - "Agsessed new skin tear to left lower
! leg, direct preasura to stop bleeding.”

*4/3/11 - ".._significant skin tear to wrist, Resident
was sitting on the loilet and not deing

anything with her hands. SKin simply separated
and exposed tissye."

The "Event/incident Report,” dated 4/1/11, refers . ;
to two separate Injurles but only one injury was '
noted by the confracted agency nurse. Further, -
the "Eventiincident Report,” dated 4/3/11, was ]
not cangruent with the documentation from the ‘
contracled agency nurse, The Incident stated the
injury oceurred during a transfer but the nursing

- documentation stated the resident was doing
hothing, the "skin simply separated,” There was
no documentation that an investigation of either
incident was conducled to determine exactly how
- the injuries occurred.

2. Resident #2 was admitled to the facilily on
- 8/26/10 with diagnoses including Alzhelmer's
i disease and history of a stroke,

| An "Event/incident Report,” dated 11/2/10,
documantad the resident was Jeft unattended on |
the tailet. When the caregiver returned, a small
skir tear was found on the resident's left middle

Buregu of Facility Standards
STATE FORM [T QHRTH1 If cantinuation sheet 4 of 6
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FORM APPROVED
Bureau of Facility Standards ‘

STATEMENT OF DEFICIENCIES ®1) PROVIDER/SUPPLIER/CLLA, X2 CONST (X3) DATE SURVEY
AND PLAN OF GORRECTION o IDENTIFICATION NUMBER: ( )Mf LYIPLE CONSTRUCTION COMPLETED
A, BUILDING

X G
13R744 8 WiN 04/07/2011

NAME OF PROVIDER OR SUPFLIER STREET ARDRESS, CITY, STATE, ZiP CODE

AMBER LANE RESIDENCE - AVBER LANE, Nt | 2 VEST BAUNOCK STREET

(x4} 1D SUMMARY STATEMENT OF DEFICIENCIES D ! PROVIDER'S PLAN OF CORRECTION X5)
PREFIX (FACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO TH}E APPROPRIATE DATE

i | DEFICIENGY ‘

R 006 | Gontinued From page 4 R 008

: finper. The restdent was unable to state how it
occurred. The report was not signed by the
administrator and there was no docymentation an
Investigation had bean ¢onducted 1o determine

. the cause of the unknown brulsing.

Hosplce "Ongofng Carnprehensive Nursing
Assessment’ forms documented the following:

*12/31/10 - "Pt also has multiple bruises on
hands"
*1/28/11 - "...zotme bruising on hands”
*2/8/11 - ".. leg (L) lower skin has 2.6 cm skin
taar in the shape of a C... Staff unsure how
pt oblained skin tear.”
211741 - ", bruising on hands bilaterally, skin
I'tear {L) elbow and (L} lower leg. Elbow 0.5 em (L)
r and left lower leg 1 cm... Staff unsure how or
when she recelved bruising.”
*2117111 - "Skin tear lower leg and on arm”
1 *2/18/11 - "{L) elbow, small closed red area, 2
i $mall 1.5 cm areas on (L) lower leg"
*3/11111 - (L) scab healing well. Tear an (L)
fower leg 2 cm x 4 cm.
*4f4/11 -" 2 small 0.5 ¢m diameter areas on (L) :
leg healing well.” |

! There were no "Eventincident Reports” or daily
log notes found In the resident's record regarding [
any Incidents that may have coincided with the |
above injurigs. Further, there was no
documentation an investigation had been
conducted to determine the cause of the
unknown bruising and skin tears,

On 4/4/11 al 1:15 PM a caregiver stated the

' resldent had a wound on her right lower leg. The
caregiver stated the wound had "been there 50
long" she was not sure If It was a skin tear or just
. @n open area,

Buresw of Faciiy Slandards .
STATE FORM ssie QHRT11 it continualion eheet 5 of 8
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FORM APPROVED
__Bureau of Eacility Standards
STATEMENT OF DEFICIENGIES X UPPLIERS (X3) DATE SURVEY
AND PLAN OF CORREGTION o ,’;’Eﬁ‘{}?&i’?@?’hbm‘%ﬁ {X2) MULTIPLE CONSYRUCTION GOMPLETED
A BUILOING
8. WING
13R744 04107/2011
NAME QF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1819 WEST BANNOGK STREET
AMBER LANE RESIDENCE - AMBER LANE, IN! BOISE, ID 83702
Ay | SUMMARY STATEMENT OF DEFIGIENGIES % D PROVIDER'S PLAN OF CORRECTION | {X5)
PREFIX | (EACH DEFICIENGY MUST BE PRECEDED BY FULL " PREFI {EAGCH CORREGTIVE ACTIQN SHOULD BE " COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS.-REFERENCED TO THE APPROPRIATE . DATE
: DEFICIENCY)
R 006 Continued From page 5 RO06
On 4/7/11 at 9:40 AM, a caregiver was asked to
provide dosumentation regarding the incldents
thal occurred from 12/1/10 through present
{ regarding Resident #2. The caregiver confirmed
thera were no "Event/Incident Reports” found
during the requestad timeframe.
The facllity administrator was out of town during
| the survey and failed to appolnt a designee to act
on her hehalf. :
There was no documented avidence the fagility
administrator conducted investigations of
residents found with bruising and skin tears. By
not conducting a thorough investigation, the
facility could not identify the souree of the injury to
rule out possible abuse,
Buresu of Facillty BIANGards
STATE FORM Bane QHRT11 If continuation shaat & of 6
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IDAHO DEPARTMENT OF

“RESELFOT

T et Lo

[0 PrHEE

SS

MEDICAID LICENSING 3 CERTIFICATION - RALF

ISTED

Y LIVING

P.O. Box 83720 Non-Core |
HEALTH « WELFARE  (oaiseses fox o Bunch Lint
(208) 334-6626 fax: (208) 364-1888 Punch List
Facity Name Physical Address Phone Number
Amber Lane Residence 1819 W. Bannock 5t 208-3326-5004
Administrator City ZIp Code
Terese Sackos Boise 83702
“Team Leader Survey Type Survey Date
Donna Henscheid Licensure and Follow-up 04/07/11

NON-CORE ISSUE

L

2 21510 The administrator did not appoint, in writing, a designee to assume responsibility for the facility during her absence.
3 225 Residents #2 and #3 did not have a behavior management plan to include an evaluation and interventions,
4 250.10 The facility hot water temperatures exceeded 120 degrees.
5 300.01 The facility RN had not assessed Resident #2 after bruising and skin tears were noted. -
i g Doe o M-2 -4

6 320 Resident #1's NSA was not signed and dated by all parties. Resident #2's NSA was'not updated to include toileting, mobility, transfer, pureed

N . ice. o r . E ] «.\ £

diet, and frequency of services from hospice. = }k Lresci. b} cd -1} ) Q\ Be21 - L.i . &—-% _

7 325.03

The facllity did not follow correct infection control procedures when they did not provide liquid hand soap or paper towels in residents’

rooms for those residents requiring assistance with cares.

= f B, .
o4 ERky : o . s 21 - LG
8 451.01d ¢ f[?:nere was no documentation of substitutions made to the menu kQG <Ce Q}r G E\S\L\J - oi - ! ?ﬁ—ﬁﬁ 2 /{/
9 451,03, The facility did not serve a random resident a therapeutic diet approved by a dietitian, 5 -2 -1 I ,ﬁ;@ﬁ}g
= ! s
10 711.01 The facility did not document/track behaviors to provide information to the physician for psycheotropic reviews, '\ J u{ ~ 9\7 -1 i - ¥,
1 711.08.c The facility did not document Resident #2's incidents regarding skin tears and bruising. » ] L{ _ 3«? -] 9 /é/
12 730.01.f The facllity did not maintaln empfoyee records to include CPR, First Ald and medication cenlﬁcation_.m :__ﬁ [ Lﬂ . :;l““% o ‘L i
13 730.01h Two staff members did not have documentation of delegation. LT e S 4.1 -_ﬂ
Response Required Date Sii ; of Facility Repr } ) oo R Date Signed
05/07/11 ‘ - - T - T D’G&"t)
\ —ar
BFS-686 March 2006

9/04 s s

F



IDAHO DEPARTMENT OF

MEDICAID LICENSING & CERTIFICAHON RALF
P.0O. Box 83720

eserrom

ASSISTED LIVING
Non-Core Issues

Boise, ID 83720-0036 ) .
HEALTH « WELFARE (208) 334-6626 fax: (208) 364-1888 Punch List

?aahty Name hysical Address Phone Number

Amber Lane Residence 1819 W. Bannock St. 208-336-5004
Administrator ity Zip Code

Terese Sackos Boise 83702
Team Leader Survey Type Survey Date

Donna Henscheid Licensure and Follow-up 04/07/11

Responseaquatmd 4l
05/07/31 -

BFS-686 March 2006

9/04




oo Yflp )] emse [ D

'_"- IDAHO DEPARTMENT QF |
ﬂr HEALTH &« WELFAREFood Estabhshment Inspectlon Report
Food Protection Program, Division of Health

450 W, State Street, Boise, Idaho 83720-0036
208-334-5938

# of Risk Factor | # of Retail Practice
% st alechment Name [ Qperalor P P - Violations _j_ | Violations -
- (hc:m»r’ iy Cwoisltnee /20 rOSE DOE KOS f of Repent i of Repeat
N Violati Violati
AR .l‘mm.mc? S [ Bowas . A0 2 . tolaions
CO/?[)’ ' A Eetal f EHS/ISUR#H Inspection time: Travel time: Score I Scare
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